This keynote address will focus on the potential to reduce the increasing gap between rich and poor countries. This critical gap only can be bridged if we systematically replace the expensive and reactive international disaster post-hoc operations by systematic, long-term, proactive efforts to increase the local capacity to master everyday accidents and emergencies as well as empower the local preparedness for major events such as natural and technological events. If we really wish to strengthen local preparedness and competencies in remote communities in low-and middle-income countries (LMIC, "the South"), we must systematically share knowledge and skills through scientifically proven training programs aimed at such impoverished, still densely populated regions in the South. Such local training represents a sustainable, long-term action to build emergency medical capacity into the local population and the health workers, as opposed to only relying on expensive foreign relief that arrive too late, is cost ineffective, and most often responds to spectacular disasters. Building local competence also strengthens local resilience (Table 1) .
Bridging the Gap
These simple and scientific recommendations have not been followed by large-scale training of vulnerable populations in the South.While 15% of disaster victims live in high-income countries, they constitute only 1.8% of disaster deaths. Yet, the "Majority World"with the poorest populations faces the majority of disasters and has the weakest early warning systems, least public training programs, and weakest preparedness plans.
This absence of systematic teaching, training, and development in first aid and basic emergency services at the local level in highly vulnerable, high-risk communities costs hundred of thousands of lives every year. The shift in the burden of disease and emergencies from communicable to non-communicable diseases (heart disease, stroke, cancer) and trauma, puts even larger strains on the local emergency medical systems-if they exist at all in remote communities.
To strengthen these communities that represent the majority of the world's populations and the heaviest burden of disease, we must systematically build long-term local capacity and competence. Only then can we expect to save lives and limbs and reduce avoidable deaths in time-critical medical conditions. This is true not only following disasters, but also more importantly, in the everyday medical and surgical emergencies. The everyday emergencies represent the major source of preventable loss of lives and function. Even modest investments in health in general, and emergency medical systems in particular, have been shown to have tremendous effects on the lives of the world's most vulnerable. We currently are facing two major obstacles to progress: (1) inequality in access; and (2) inappropriate international emergency medical actions.
Increasing Global Inequalities
Despite increasing global wealth, since 1990, the gap between rich and poor has increased, not decreased (Table 3 ). In the recent commitment to free-market economic policies, insufficient account has been taken on the effects on the poor, the vulnerable, and the environment. The result is that the world is more unequal now than 10 years ago:
1. Despite progress in some contexts, health and education inequalities have widened, especially within countries; 2. Sub-Saharan Africa and parts of Asia are in the worst predicament; 3. The UN's "Millennium Goals" are lost in Africa and most of Asia; 4. Poverty has increased or is stagnant in all regions in the South (except parts of Asia); 5. The number of poor people in sub-Saharan Africa has increased by almost 90 million in a little more than a decade (1990) (1991) (1992) (1993) (1994) (1995) (1996) (1997) (1998) (1999) (2000) (2001) ; first aid followed by adequately timed definite medical treatment whether they occur in Cambridge or Cambodia. Simple and cost-effective interventions can prevent many premature deaths, however the poor populations at greatest need too often lack access to such help. Belated and costly international relief operations are too slow and mostly inappropriate to substantially reduce avoidable deaths in large accidents and disasters, let alone in everyday accidents and medical emergencies. Basic life support must be athand in the local community if it shall impact mortality and morbidity in such time-critical events as trauma, neardrowning, and cardiovascular diseases. There are several case studies of earthquakes that shows striking differences in survival chances depending on infrastructure, prevention, and EMS preparedness (Table 2) . For example, every hour of delayed extrication and first aid resulted in 20 dead for every 1,000 victims buried or trapped by the earthquake in Armenia in 1988. For every hour the rescue could have been advanced, 800 people could have been saved and BLS response three hours earlier would save 2,400 lives. However, 25,000 died. One of the important, but later not materialized lessons learned from the Armenia earthquake was that effective basic and advanced life support given at the right time, can significantly reduce the morbidity and mortality of trauma victims. In 1989, Peter Safar and co-workers concluded that a significant percentage of the local population should learn six basic steps in order to improve survival:
1. Airway control; 2. Mouth-to-mouth rescue breathing; 3. External bleeding control by compression; 4. Recovery position; 5. Shock position; and 6. Rescue pull. DESA, 2005) . "The global public goods" such as comprehensive medical knowledge among local health workers and basic training of lay people is even more unequally distributed. This not only is highly prominent in prevention and medical care for common diseases, but even more in the field of emergency and disaster medicine.
The unbalanced global distribution of health workers adds to the emergency medical crisis. While the World Health Organization (WHO) norm is minimum 100 nurses and 20 doctors per 100,000 populations, the rich countries have several hundred to >1,000 nurses and 200-400 doctors per 100,000. Samples of eight African countries shows 8.8 to 113.1 nurses and 3.4 to 13.2 doctors per 100,000. Such critical lack of local health workers is prominent particularly in rural areas in the South.
Unless attention is paid to redressing global inequality and pursuing the comprehensive vision of social development agreed upon at the Social Summit in Copenhagen in 1995, the UN report on The World Social Situation 2005 warns that the inequality predicament will be perpetuated, frustrating efforts to achieve the Millennium Development Goals. Health is the most important foreign policy issue of our time, according to a recent editorial comment in The Lancet.
"The Village University"
Resilience means capacity to withstand hardship. Systematically building local "chains of survival" through local, sustainable training methods will strengthen lay peoples' mastering and control and reduce avoidable deaths locally.
Injury and trauma is a major cause of premature death and disability worldwide. The "epidemic of trauma" is global, and 90% of the fatalities are found in low-and middleincome countries. Studies of trauma system effectiveness in western, high-income societies indicate a 15-20% improved survival rate in seriously injured patients after trauma.
The pattern of mortality differs in less developed countries with prehospital transit times for trauma victims of 4 to 8 hours not being uncommon, with trauma mortality rates as high as 40 to 50% with mostly prehospital fatalities. The majority of trauma victims who die suffer hypoxia from obstructed airways, hypotension from uncontrolled bleeding augmented by accidental hypothermia, and later infections (septicemia). For example, a high proportion of children injured by landmines die from bleeding without reaching hospitals. The misuse of tourniquets in traumatic extremity bleeding adds to the risk of uncontrolled bleeding. Training simple techniques for BLS theoretically should improve survival.
We have developed simple, systematic training programs targeting rural populations in low-income countries with a high incidence of high-energy trauma (in particular landmines). The program is feasible, affordable, and saves valuable time. Systematic capacity building easily can be done with simplified local "chains of survival" for trauma victims in regions with no doctors, public emergency phone systems, dispatch centers-let alone modern ambulances (Figure 1 ). Prehospital trauma mortality can be dramatically reduced.
In rural, mine-infested communities in Cambodia and Kurdistan, we have shown that such systematic training of local health workers and villagers in basic and advanced life support for trauma victims significantly reduced prehospital mortality from 30% to 8-9% over a 3-8 year period. The reason for this substantial mortality reduction was simply that training locals in basic and advanced trauma resuscitation skills significantly reduced the time from accident to stabilization of vital functions. Fairly simple maneuvers for airway control, control of hemorrhage, and hypothermia prevention had substantial effects, while more advanced skills such as chest tube and fasciotomies were rarely needed.
Reduced hypoxia time means less acidosis; less hypothermia means less bleeding-and the replacement of widespread abuse of tourniquets with systematic deep gauze packing and elastic bandages reduced hypoperfusion due to blood loss. Also, we found that simple, non-invasive clinical triage tools can be extracted from such low-cost systems.
Important success factors for this program included the development of local teaching tools such as inexpensive manuals translated to local languages, affordable training tools (improvised manikins for cardiopulmonary resuscitation (CPR)-training, use of live models for practical train- 
